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1. Introduction

Renal cell carcinoma is one of the most common malignancies
of urinary tract. Metastatic disease on index presentation is quite
commonly seen. Nearly 40% of patients will develop metastases
after nephrectomy, and about 10% will be diagnosed with late met-
astatic disease after 5 years [1]. Most metastases are located in the
lungs (75%), lymph nodes (36%), bone (20%) or liver (18%) [2].
Gastrointestinal tract is very unusual location for RCC metastases.
Till date less than 20 cases are reported with colonic metastases
of RCC. We report a case of 70-year-old male who presented to
us with colonic mass which turned out to be renal cell carcinoma
metastases.

2. Case Summary

A 70yr old male patient with history of left sided nephrectomy
for RCC 7 years ago presented to us with chief complains of ab-
dominal pain, melena in the last 20 days. on abdominal examina-
tion, abdomen was soft, non-tender. His routine investigation was
done which were notable for iron deficiency anemia and occult
blood in stool was positive. He was planned for computed tomog-
raphy abdomen which was suggestive of mass in transverse colon.
Colonoscopy was done which showed partially lumen occluding
polypoidal lesion at hepatic flexure. Colonoscopy guided biopsy
was done which was suggestive of clear cells, [HC done which
was positive for CD10, PAX 8. Patient was planned for transverse
colectomy (Figure 1-3).
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Figure 1: CECT abdomen showing mass in transvere colon

Figure 2: Colonoscopy showing partially lumen occluding polypoi-

dal mass in transverse colon.
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Figure 3: H&E stain showing clear cells in tissue biopsy
3. Discussion

RCC is most commonly seen in sixth and seventh decade of life
and most commonly in men (M/F: 2/1) [3]. The tendency of RCC
to unusual sites is widely reported in literature. RCC metastasis to
colon is extremely rare and only few cases are reported in litera-
ture. Colonic metastasis is usually associated with disseminated
disease [4]. Saitoh et al. studied 1173 autopsy reports of patients
with RCC and reported intestinal involvement in 9% of cases, but
none were solitary metastases [4].

Recurrent disease following curative nephrectomy occurs mainly
within three years. Late recurrence after five years occurs in less
than 10% of patients with recurrent disease, but is typical of colon
metastasis [1,5]. There is no specific lymphatic or hematogenous
pathway that can effectively explain colonic metastasis [2]. The
sites of colonic metastasis also vary; although most commonly,
the sigmoid, splenic flexure, transverse colon and hepatic flexure
are involved. Furthermore, the prognosis for non-surgically treated
disease in metastatic patients is poor [6,7].

With respect to outcome, patients with late recurrence generally
have better prognosis than patients with early recurrence [1]. The
pathologic features of late recurrences tend to be somewhat unique
in that they are more often associated with primary tumors of T2
stage or greater, and lower histologic grade [1].

Because of the higher metastasis rate, management of the RCC
requires a multidisciplinary approach. A routine postoperative
surveillance is suggested by the National Comprehensive Cancer
Network (NCCN) and American Urology Association (AUA).
However, although there is no clear recommendation for a longer
follow up period, in their assessment of 3651 operated patients,
Stewart et al. showed a reduction in recurrences when patients were
followed up for a longer periodS. Therefore, because of the poten-
tial late RCC recurrence, postoperative surveillance may need to
be extended beyond 5 years. Given the established potential for
late RCC recurrence, it may be necessary to extend postoperative
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surveillance beyond 5 years. Additionally, use of colonoscopy may
serve as an important diagnostic adjunct in patients who develop
gastrointestinal symptoms during extended RCC surveillance.

4. Conclusion

Patient with history of RCC and nephrectomy for same and pre-
senting with gastrointestinal bleed should be evaluated for possi-
bility of metastatic colonic mass. Other symptoms such as abdomi-
nal pain, anemia should also warrant for complete GI examination.
Colonoscopy with tissue biopsy should be performed whenever
possible.
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